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ABSTRACT
Objective: To examine the course of adolescent major depressive disorder (MDD) by comparing rates of mood and non-
mood disorders between age 19 and 24 years in participants with a history of adolescent MDD versus participants with
adolescent adjustment disorder with depressed mood, nonaffective disorder, and no disorder. Method: Participants from
a large community sample who had been interviewed twice during adolescence completed a third interview assessing
Axis | psychopathology and antisocial and borderline personality disorders after their 24th birthday: 261 participants with
MDD, 73 with adjustment disorder, 133 with nonaffective disorder, and 272 with no disorder through age 18. Results:
MDD in young adulthood was significantly more common in the adolescent MDD group than the nonaffective and no dis-
order groups (average annual rate of MDD = 9.0%, 5.6%, and 3.7%, respectively). Adolescents with MDD aiso had a high
rate of nonaffective disorders in young adulthood (annual nonaffective disorder rate = 6.6%) but did not differ from adoles-
cents with nonaffective disorder (7.2%). Prevalence rates of dysthymia and bipolar disorder were low (<1%). Adolescents
with adjustment disorder exhibited similar rates of MDD and nonaffective disorders in young adulthood as adolescents
with MDD. Conclusions: This study documents the significant continuity of MDD from adolescence to young adulthood.
Public health implications of the findings are discussed. J. Am. Acad. Child Adolesc. Psychiatry, 1999, 38(1):56-63. Key
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It is well established that major depressive disorder
(MDD) occurs in older adolescents at levels comparable
with levels in adules, with point prevalence rates gen-
erally between 2% and 5% (e.g., Kashani et al., 1987;
Lewinsohn et al., 1993; McGee et al., 1990; Velez et al.,
1989; Verhulst et al., 1997). In light of its high prevalence,
it is important to examine the course and outcome of
MDD in children and adolescents. A number of recent
studies have explored the longitudinal course of child-
hood and adolescent MDD in both clinical (e.g., Garber
ctal., 1988; Harrington ct al., 1990; Kovacs et al., 1984)
and community (e.g., Cohen et al., 1993; Fechan et al.,
1993; Garrison et al., 1990; Kandel and Davies, 1986;
Reinherz et al., 1993) samples. On balance, these studies
suggest that (1) most children and adolescents recover
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from the index MDD episode (e.g., Kovacs, 1996;
Lewinsohn et al., 1994a); (2) the relapse/recurrence rate
of juvenile MDD is substantial (¢.g., Kovacs et al., 1984;
Lewinsohn et al., 1994a; McCauley et al., 1993; Rao
eral., 1995); (3) a minority of children and adolescents
with MDD develop manic/hypomanic episodes (e.g.,
Geller et al., 1994; Lewinsohn et al., 1995; Rao et al.,
1995; Strober et al., 1993); (4) the course of MDD in
adolescents appears to be similar for males and females
(e.g., Kovacs et al., 1984), although a few studies have
suggested that females may have a higher rate of recur-
rence (e.g., McCauley et al., 1993); and (5) comorbid
nonaffective disorders predict a more severe course of
depression (e.g., Sanford et al., 1995), although some
investigators have reported that comorbid externalizing
disorders are associated with lower rates of depression at
follow-up (Harrington et al., 1991).

Although several longitudinal projects with children
and adolescents have been conducted, few have followed
research participants into adulthood. As a result, less is
known about the long-term course of child and adolescent
MDD and its continuity with adult MDD. Of the few

studies that have followed children and adolescents with
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MDD into adulthood, most report relatively high rates
of mood disorders in these individuals as young adults
(e.g., Eastgate and Gilmour, 1984; Garber et al., 1988;
Harrington et al., 1990). In the 3 studies that used com-
parison groups, the rate of mood disorders in adulthood
was significantly higher among children and adolescents
with MDD than children and adolescents with nonaf-
fective disorders (Garber et al., 1988; Harrington et al,,
1990) and normal controls (Rao et al., 1995). In contrast,
depressed children and adolescents did not differ from
psychiatric controls on rates of nonaffective disorders in
adulthood (Garber et al., 1988; Harrington et al., 1990),
although the rate of anxiety disorders in adulthood among
children and adolescents with MDD was higher than
among normal children and adolescents (Rao et al., 1995).

Most of the studies following depressed children and
adolescents into adulthood have used relatively small
samples from clinical settings. However, most children
and adolescents with MDD do not seek treatment (e.g.,
Keller et al., 1991; Lewinsohn et al., 1997; Offord et al.,
1987), and treated samples of children and adolescents are
biased in a number of respects (Goodman et al., 1997).
Therefore, longitudinal studies of community samples
that continue into adulthood are needed. To our knowl-
edge, information regarding the rates of psychopathol-
ogy derived from structured diagnostic interviews in a
large community sample of children or adolescents who
have been followed into adulthood has not previously
been reported.

This study is one in a series of reports from the Oregon
Adolescent Depression Project, which is based on a large,
randomly selected cohort of high school students who
were assessed at 2 points over a period of 1 year (T, and T’)
using rigorous diagnostic criteria and structured diagnos-
tic interviews. Recently, a large subset of participants com-
pleted a third (T}) interview after their 24th birthday.

In this report we examine whether children and ado-
lescents with a history of MDD are at increased risk for
new episodes of MDD in adulthood and whether they
are at increased risk for other affective and nonaffective
disorders as adults. Participants with a history of MDD
in childhood or adolescence are compared with (1) par-
ticipants with a history of adjustment disorder with de-
pressed mood prior to age 19 years, (2) participants with
other nonaffective disorders prior to age 19 (primarily
anxiety, substance use, and disruptive behavior disorders),
and (3) participants with no history of psychiatric disor-
der prior to age 19.
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We singled out adjustment disorder with depressed
mood (referred to as “adjustment disorder” for the re-
mainder of the report) for several reasons. First, as a “near-
neighbor” category, it provides a good comparison for
MDD. Basically, an adjustment disorder represents a
clinically significant reaction in response to a stressor, in
which the symptoms do not meet criteria for MDD.
Second, its relationship to the mood disorders is unclear.
Several studies have reported that most youths with
adjustment disorder recover quickly and that their risk
of developing other psychiatric disorders is less than or
does not differ from that of psychiatric controls, although
it may be greater than that of children without any psy-
chiatric disorder (Kovacs et al., 1984, 1994, 1995). Con-
versely, other studies have reported that the majority of
children and adolescents with adjustment disorder have
poor outcomes and often develop more severe forms of
psychopathology (Andreasen and Hoenk, 1982; Cantwell
and Baker, 1989). Finally, adjustment disorder is one of
the most common psychiatric diagnoses in adolescents

(Greenberg et al., 1995; Newcorn and Strain, 1998).

METHOD

Participants

Participants in the Oregon Adolescent Depression Project were
randomly sclected from 9 senior high schools in western Oregon. A
total of 1,709 adolescents (aged 1418 ycars) completed the initial
(T)) assessments (interview and questionnaires) between 1987 and
1989, with an overall participation rate of 61%. At the second assess-
ment (T5), 1,507 participants (88%) returned for a readministration
of the interview and questionnaire (mean Ty- T, interval = 13.8
months, SD = 2.3). Differences between the sample and the larger
population from which it was selected, and between participants and
those who declined to participate or dropped out of the study, were
small (additional details regarding the T, and T, assessments arc pro-
vided by Lewinsohn ctal., 1993).

After individuals reached their 24¢h birthday, all participants with
a history of MDD and other psychopathology at T, were invited to pat-
ticipate in a'T'; telephone interview (Rohde et al., 1997), as were an ap-
proximately equal number of randomly selected control participants
with no history of mental disorder at T',. T} assessments are currently
ongoing (participation rate = 93%). Of the T, participants selected
for T interview, data arc currently available for 767 individuals.

Diagnostic Interviews

Axis I Disorders. Participants were interviewed at T’ with a version
of the Schedule for Affective Disorders and Schizophrenia for
School-Age Children which combined features of the Epidemiologic
version (Orvaschel et al., 1982) and the Present Episode version and
included additional items to derive DSM-111-R diagnoses (American
Psychiatric Association, 1987). AtT, and T, participants were inter-
viewed using the Longitudinal Interval Follow-up Evaluation (Keller
et al., 1987), which elicited detailed information about the course of
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psychiatric symptoms and disorders since the previous interview. T,
diagnoses were made using DSM-1V (American Psychiatric Associa-
tion, 1994) criteria.

Axis Il Disorders. Our previous experience (Lewinsohn et al.,
1997) indicated that the rates of most personality disorders in our
community sample of young adults were extremely low. Therefore,
we focused on the two DSM-1V personality disorders that were most
frequent and most relevant to our purposes: antisocial and borderline
personality disorders, using relevant portions of the Personality Dis-
order Examination (PDE) (Loranger, 1988). In addition to categori-
cal diagnoses, the PDE also provides dimensional scores (i.e.,
summation of partial and full symptom criteria), which were dichot-
omized at the 90th percentile to define elevated dimensional score for
the 2 personality disorders.

Sample for Present Report

The initial sample for this study consisted of 460 women (60.0%)
and 307 men (40.0%). The majority (89.8%) were white. At the
time of the T} follow-up, the mean age of the sample was 24.1 (SD =
0.4), and the mean number of years of education completed was
14.0 (SD = 1.8). Approximately half of the participants (48.4%)
were single; 47.7% were married or living with someone in a mar-
riage-like relationship; and 3.9% were separated or divorced. Mean
time between T, and T’y was 6.3 years (SD = 1.2).

Thirteen participants (9 women, 4 men) had a diagnosis of bipo-
lar disorder prior to age 19 and were not included in this study.
Fifteen participants (8 women, 7 men) had “pure” dysthymia (i.e., no
comorbid MDD) prior to age 19 and also were not included. Thus,
this study focuses on the course of psychopathology from age 19 to
age 24 in the remaining 739 participants: (a) 261 participants with
adolescent MDD (74.7% female); (b) 73 participants with adoles-
cent adjustment disorder (64.4% female); (c) 133 participants with
adolescent nonaffective disorder (48.1% female); and (d) 272 partic-
ipants who had no disorder (ND) through age 18 (50.4% female). In
this classification, MDD took precedence over adjustment disorder,
which took precedence over nonaftective disorder (e.g., participants
with a lifetime history of MDD and adjustment disorder were
included in the adolescent MDD group).

Of the 261 participants in the adolescent MDD group, 8.4% had
dysthymia (19 of these 22 participants also had a nonaffective dis-
order) and 51.0% had a nonaffective disorder by age 19 (25.7% anx-
iety disorder, 26.1% substance use disorder, 11.1% disruptive
behavior disorder, 3.4% eating disorder, 0.4% delusional disorder).

The remaining 49.0% of adolescent MDD participants had no diag-
noses of dysthymia or nonaffective disorder disorders by age 19.

Of the 73 participants in the adolescent adjustment disorder
group, 35.6% had a nonaffective disorder (16.4% anxiety disorder,
20.5% substance use disorder, 5.5% disruptive behavior disorder).
The remaining 64.4% of adolescent adjustment disorder partic-
ipants had no other diagnoses.

Of the 133 participants in the adolescent nonaffective disorder
group, 35.3% had an anxiety disorder, 57.1% had a substance use
disorder, 21.8% had a disruptive behavior disorder, 3.8% had an eat-
ing disorder, and 0.8% had schizophrenia. The remaining 272 par-
ticipants had no diagnosis by age 19 and were considered to have “no
disorder” (ND) through adolescence.

As our focus is on the development of new episodes of disorder in
young adulthood (i.e., incidence), the rates of Axis I disorders from
age 19 to age 24 were examined after excluding from the relevant
analyses participants who were in the midst of a current episode of
that disorder at age 19 (20 participants were having a current episode
of MDD, 2 had an adjustment disorder, and 91 had a nonaffective
disorder at age 19).

Demographic characteristics of the 4 adolescent diagnostic
groups at T, are shown in Table 1. Significant T, diagnostic group
difterences were present for gender, household composition, and
maximum parental education. The adolescent MDD and adjust-
ment disorder groups contained a significantly greater proportion of
women than the other adolescent diagnostic groups. Parents of the
adolescent MDD participants had less education than in the other
diagnostic groups, and, compared with the adolescent ND group,
the adolescent MDD participants were less likely to live with both of
their biological parents.

RESULTS

Effects of T, Demographic Variables on Psychopathology
in Young Adulthood

Controlling for other demographic variables and for
adolescent diagnostic group status, gender had a signifi-
cant main effect in predicting psychopathology between
19 and 24 years of age. Being female increased the likeli-
hood of future MDD (adjusted odds ratio [OR] = 1.73,
95% confidence interval [CI] = 1.22-2.47) and adjust-

TABLE 1

Demographic Characteristics of the Four Diagnostic Groups at Time 1

Adolescent Diagnostic Group

MDD ADJUST NONAFF ND Test
Variable (n=261) (n=73) (n=133) (n=272) Statistic
Female (%) 74.7¢ 64.47 48.1% 50.4° Y = 42.44**
Age, mean (SD) 17.0 (1.0) 16.8 (1.0) 16.8 (1.1) 17.0 (1.2) F=1.11, NS
White (%) 89.3 97.3 88.7 88.2 X' =5.27,NS
Living with 2 biological parents (%) 45.2¢ 57.5¢ 54.14¢ 64.0° x: = 19.17%
One or both parents had college degree (%) 34,54 56.2¢ 47.4% 45.6° X = 14.66**

Note: Percentages or means having the same superscript are not significantly different at p < .05. MDD = major depressive
disorder; ADJUST = adjustment disorder with depressed mood; NONAFF = nonaffective disorder; ND = no disorder; NS =

not significant.
" p<.01;***p < 001,
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ment disorder (adjusted OR =2.13,95% CI = 1.16-3.91).
Being male increased the likelihood of future nonaffec-
tive disorder (adjusted OR = 1.70, 95% CI = 1.23-2.60),
an Axis II disorder (adjusted OR = 6.66, 95% CI =
1.76-25.206), and elevated antisocial personality dimen-
sional scores (adjusted OR = 7.43, 95% Cl = 3.79-14.58).
Controlling for the other factors, living with 1 biological
parent rather than 2 as an adolescent was associated with
a future diagnosis of an Axis II disorder (adjusted OR =
3.82,95% CI = 1.01-14.50).

Psychopathology in Young Adulthood as a Function
of Adolescent Diagnostic Group Status

Table 2 contains the frequency of psychiatric disor-
ders from 19 to 24 years of age as a function of diagnostic
status through age 18. As can be seen, 45% of the ado-
lescent MDD group experienced a recurrence of MDD
between age 19 and age 24, compared with MDD first
incidence rates of 34% in the adolescent adjustment dis-
order group, 28% in the adolescent nonaffective group,
and 18% in the adolescent ND group. Four additional
participants in the adolescent MDD group (1.7%), and

COURSE OF ADOLESCENT DEPRESSION

no participant in the remaining adolescent diagnostic
groups, developed dysthymia in this time period. Six par-
ticipants (0.8%) had bipolar disorder diagnosed between
19 and 24 years of age: 3 participants from the adoles-
cent MDD group, 2 from the adolescent nonaffective
disorder group, and 1 from the adolescent ND group.
The rates of psychiatric disorders in young adulthood
were compared with 3 planned contrasts: (1) adolescent
MDD versus ND, (2) adolescent MDD versus nonaf-
fective disorder, and (3) adolescent MDD versus adjust-
ment disorder. Group differences were evaluated using
hierarchical multiple logistic regression analyses, with
gender, household composition, and maximum parental
education at T, entered as the first block, followed by
adolescent diagnostic group status with the 3 contrasts
entered as the second block, and interactions between
demographic variables and adolescent diagnostic group
status entered as the third block (all interactions with
gender, household composition, and maximum parental
education were nonsignificant). Given a significant con-
trast in the second block, the OR (adjusted for demo-
graphic characteristics, with 95% CI) for increased risk

TABLE 2

Frequency of Diagnosis in Young Adulthood (19-24 Years of Age) as a Function of Adolescent Diagnostic Group

Adolescent Diagnostic Group

Adjusted” OR (95% CI)

Diagnosis MDD vs. MDD vs.
19-24 MDD ADJUST NONAFF ND MDD vs. ND NONAFF ADJUST
MDD
" 107/238 25173 377131 50/271 3.2 (2.2-4.9) 1.8 (1.2-3.0) NS
% 45.0 34.2 28.2 18.5
ADJUST
n 22/261 3/71 14/133 22/272 NS NS NS
% 8.4 4.2 10.5 8.1
NONAFF
n 721217 20/65 30/83 53/272 2.3 (1.5-3.6) NS NS
% 33.2 30.8 36.1 19.5
Any Axis |
n 124/199 30/63 45/83 102/272 2.7 (1.8-3.9) NS 1.8 (1.01-3.2)
% 62.3 47.6 54.2 37.5
Axis 1
n 71261 1/73 3/133 2/272 NS NS NS
% 2.7 1.4 2.3 0.7
Antisocial PDE score
n 25/255 2/65 22/128 8/266 6.1 (2.6-14.5) NS 4.7 (1.04-21.1)
% 9.8 3.1 17.2 3.0
Borderline PDE score
n 25/255 2/65 6/128 2/266 14.9 (3.4-64.8) NS NS
% 9.8 3.1 4.7 0.8

Note: MDD = major depressive disorder; ADJUST = adjustment disorder with depressed mood: NONAFF = nonaffective disorder; ND =
no disorder; OR = odds ratio; CI = confidence interval; PDE = Personality Disorder Examination; NS = not significant. Twenty-five participants

had missing PDE scores.

“ Adjusted for gender, family structure, and parental education ac T,
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in the adolescent MDD group was calculated and
appears in the last 3 columns of Table 2.

Compared with adolescent ND participants, partic-
ipants with adolescent MDD had significantly higher
rates of future MDD, nonaftective Axis | disorders, and
any Axis 1 disorder in young adulthood, as well as cle-
vated scores on the antisocial and borderline personality
disorder dimensions (Table 2). The difference between
adolescent MDD and ND groups in rates of future non-
affective disorder appeared to be due to the presence of
another mental disorder in the individuals with adoles-
cent MDD (described in more derail in a later section);
when the rate of nonaffective disorder between age 19
and age 24 was examined for the ND group versus indi-
viduals with “pure” (noncomorbid) adolescent MDD,
differences were nonsignificant (19.5% versus 26.6%,
respectively; (1, 7 = 400] = 2.56, p > .05).

Compared with the adolescent participants with non-
affective disorder, adolescents with MDD had an in-
creased probability of developing MDD in the future.
The lack of a significant difference between the adolescent
MDD and nonaffective groups on rates of future non-
affective disorder was not due to the inclusion of ado-
lescent MDD cases who had another mental disorder;
individuals with “pure” adolescent MDD were compared
with participants in the adolescent nonaftective group
and did not differ in rates of future nonaffective disorder
(26.6% versus 36.1%; %[ 1, n = 211] = 2.19, p > .05).

Although they were not significantly elevated on rates
of future MDD or nonaftective disorder, compared with
participants with adolescent adjustment disorder, indi-
viduals with adolescent MDD were significantly more
likely to develop an Axis I disorder in young adulthood
and to be clevated on the antisocial personality dimen-
sional score.

Outcome Differences Among the Three Non-MDD Groups
Additional analyses examined differences in the occur-
rence of future MDD and nonaffective disorders among
the 3 diagnostic groups who had not experienced adoles-
cent MDD: adolescent nonaffective and adjustment dis-
order groups did not differ from each other and were
both significantly elevated compared with the ND con-
trols (MDD incidence: adolescent adjustment versus
ND adjusted OR = 2.11 [95% CI = 1.18-3.76], adjust-
ment versus nonaffective adjusted OR = 1.71 [95% CI =
1.05- 2.81]; nonaffective disorder incidence: adolescent
adjustment versus ND adjusted OR = 2.06 [95% CI =
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1.11-3.82], adjustment versus nonaffective adjusted

OR =2.34 [95% CI = 1.36-4.04]).

Effects of Psychiatric Comorbidity on the Course of
Adolescent MDD

The 261 participants who had an episode of MDD
by age 19 were divided into those who had a comorbid
nonaffective Axis I disorder in adolescence (12 = 133) and
those who did not (1 = 128). (The number of participants
within the comorbid and noncomorbid MDD groups
varied per outcome disorder because individuals with
the given disorder at age 19 were excluded from analyses.)
The 2 adolescent MDD groups were compared in a
series of contingency tables examining the probability of
various diagnostic categories between 19 and 24 years of
age. Differences between the comorbid and “pure” ado-
lescent MDD cases in the likelihood of future MDD,
dysthymia, and adjustment disorder were nonsignifi-
cant. However, individuals with comorbid adolescent
MDD were more likely than those with “pure” MDD to
develop a nonaffective disorder in the future (42.2%
versus 26.8%; x°[1, n = 217] = 5.67, p < .05); to develop
an Axis Il disorder in the future (5.3% versus 0.0%; 2-
tailed Fisher exact test, p < .05); and to have elevated
scores on the antisocial personality dimension (17.1%
versus 2.4%; x°[1, # = 255] = 15.52, p < .001) and bor-
derline personality dimension (15.5% versus 4.0%;
x°[1, n=255] = 9.47, p < .001). Interactions with
gender were nonsignificant.

We also examined whether adolescent MDD partic-
ipants who had dysthymia (double depression) before
age 19 (1 = 22) were at increased risk of new episodes of
disorder between age 19 and age 24. Of the 22 individ-
uals with adolescent double depression, 19 (86%) also
had an adolescent nonaffective disorder. After control-
ling for the effects of comorbid nonaffective disorder,
adolescent MDD participants with dysthymia were no
more likely than adolescent MDD participants without
dysthymia to develop any of the examined diagnostic
categories between age 19 and age 24.

Outcome of Participants in a Psychiatric Episode at Age 19

The course of disorder for the 20 participants who
were excluded from the primary analyses because of a
current episode of MDD at age 19 is described briefly
here. All 20 participants recovered by age 24. Half
(50.0%) had a recurrence of MDD by age 24, and 5
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(25.0%) of those who did not have an MDD recurrence
developed a nonaffective disorder.

More generally, to examine the possibility that our
results may have been influenced by not including par-
ticipants with a current diagnosis at age 19, all analyses
were recomputed including the participants who had
been previously excluded because they were in the midst
of an episode of the specific disorder at age 19. Changes
were very minor and did not modify interpretation of
the findings. The pattern of results for the 3 planned con-
trasts did not change, with adjusted ORs varying by no
more than 0.3 in magnitude.

DISCUSSION

To our knowledge, this is the largest study addressing
the continuity of MDD from childhood and adoles-
cence to young adulthood currently in the literature.
The results clearly illustrate a strong pattern of continu-
ity for depression, in that the rate of MDD in young
adulthood was significantly elevated in the adolescent
MDD group. To wit, 45% of adolescents with a history
of MDD developed a new episode of MDD between
the ages of 19 and 24, which translates into an average
annual MDD recurrence rate of 9% over the 5-year
period. Annual MDD incidence rates for the nonaftec-
tive and NI groups were significantly lower (5.6% and
3.7%, respectively).

Those with adolescent MDD also had elevated races
ot nonaffective disorders between the ages of 19 and
24. However, rates of future nonaffective disorder among
the adolescent MDD participants did not differ from
rates among adolescents with nonaffective disorders
(average annual nonaffective disorder rate = 6.6% versus
7.2%, respectively). These results are consistent with pre-
vious studies using clinical samples in finding a higher
rate of nonaffective disorders in young adulthood among
depressed children and adolescents than normal con-
trols (Rao et al., 1995), but a similar rate compared with
children and adolescents with nonaffective disorders
(Garber et al., 1988; Harrington et al., 1990). Ado-
lescents with MDD also exhibited clevated rates of anti-
social and borderline personality disorder traits, which is
consistent with previous findings of carly-onset depres-
sion being associated with higher rates of various per-
sonality disorders (Cohen ct al., 1998; Fava et al., 1996).

An interesting feature of this study was the inclusion
of a near-neighbor comparison group of adolescents
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with adjustment disorder with depressed mood. This is
the first study of the course of adjustment disorder from
adolescence to young adulthood. The results suggest
that the prognosis of adolescent adjustment disorder is
nearly as bad as that of adolescent MDD, in chat rates of
future MDD and nonaffective disorder for the adoles-
cent adjustment disorder and the adolescent MDD
groups did not differ. Thus, our results are somewhat at
variance with the finding of Kovacs et al. (1984) that
child/adolescent patients with MDD were at greater risk
of subsequent MDD compared with patients with
adjustment disorder. However, when all Axis [ disorders
developing between age 19 and 24 years were combined
into a single category, the adolescent MDD group in our
study had an elevated incidence of disorder relative to
the adolescent adjustment disorder group.

It was also interesting to note that adjustment dis-
order during adolescence was not associated with signifi-
cantly clevated rates of adjustment disorder during young
adulthood. The absence of diagnostic continuity for
adjustment disorder may relate to the fortuitous nature
of stressful life events that precipitate the disorder.
Nonctheless, individuals who succumb to adjustment
disorder with depressed mood in the face of a stressor as
adolescents are more vulnerable to future MDD as
young adults, suggesting some form of vulnerability.

Among adolescents with MDD, the presence of a
comorbid nonatfective disorder increased the probabil-
ity of future nonaffective psychopathology (both Axis |
and II). Regarding the potential impact of comorbid
dysthymia, almost all adolescents with lifetime MDD
and dysthymia also had a nonaffective disorder, and
once the eftects of nonaffective disorder were taken into
consideration, the presence of dysthymia was not
uniquely associated with increased risk of future psycho-
pathology among the adolescents with MDD.

Gender effects in this study were few. In general, fe-
males were more likely to develop MDD and adjustment
disorder in young adulthood, while males were more
likely to develop nonaftective Axis I disorders and Axis I1
psychopathology. However, gender did not significantly
interact with adolescent diagnostic group in predicting
psychopathology in young adulthood. Previous studies
have been inconsistent regarding whether women with
MDD are at greater risk for recurrence than men (Amen-
son and Lewinsohn, 1981; Kessler et al., 1993), and this
issue deserves continued attention.

Although this study had a number of strengths, sev-
eral potential limitations should be noted. First, we over-
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sampled adolescents with psychiatric disorders for the T
follow-up. Thus, the data reported here are not intended
as estimates of the prevalence of psychopathology in young
adulthood. Second, we did not examine the consequences
of specific nonaffective Axis I disorders during adoles-
cence on functioning in young adulthood. The natural
outcome of specific nonaffective disorders, as well as the
degree to which specific nonaffective disorders predict
MDD first incidence and recurrence in young adult-
hood, will be examined in future publications by our group.

Clinical Implications

The results of this study document that adolescent
MDD confers a high degree of risk for MDD recurrence
in young adulthood, as well as an increased probability
of future nonaffective disorders (predominantly substance
use disorders) and Axis I pathology. Taken in their total-
ity, our results have at least 2 compelling public health
implications. First, given the negative consequences of
early-onset MDD, the findings stress the importance of
developing effective interventions to prevent the onset
of depression during childhood and adolescence (e.g.,
Mrazek and Haggerty, 1994). Since the risk factors for
adolescent depression are becoming well known (e.g.,
Lewinsohn et al., 1994b; Weissman ct al., 1992), it is
possible to screen effectively for those at elevated risk for
depression. Given that a few promising prevention at-
tempts with adolescents at risk for depression have shown
encouraging results (e.g., Clarke ct al., 1995), a major
public health priority should be to redouble these
efforts. Second, children and adolescents who have expe-
rienced MDD need to be targeted for the prevention of
future depressive episodes. Until empirically validated
effective depression prevention interventions are devel-
oped, periodic clinical monitoring of at-risk adolescents
to detect MDD recurrence is needed.
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The Role of Teasing in Development and Vice Versa. Theodore R. Warm, MD

This study was undertaken because there are almost no reports in the scientific literature on the subject of teasing. Teasing
changes as it expresses developmental issues from playing peek-a-boo in infancy to expressing personal issues, such as boy/girl
relationships, in adolescence. The form also changes as the cognitive capacity of the child changes. Two hundred fifty children
from Ist, 3rd, Gth, 8th, and 11th grades were asked to describe teasing, its motive, and the reaction of the victim. The form of
teasing was organized into hurtful (hitting or spitting), mean (calling a burn victim ugly) and symbolic, which allows the victim
to realize that the provocation is “just words.” The forms correlated with age and suggest that progression through these forms can
be understood in terms of the theories of psychological stages drawn from Piagetian and psycholinguistic studies. The dominant
motivation for the child doing the reasing seemed ar every age to be sadistic pleasure in the discomfort of the child being teased,
although one sees some playful, benign teasing by late adolescence. ] Dev Behav Pediatr 1997;18:97-101
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